INTRODUCTION
============

In the current era of increased awareness, patients are demanding more knowledge about their operative procedure. The prospect of surgery is often frightening, and fear can be alleviated to a certain extent by a clear and thorough informed consent process. The information provided needs to be simple but comprehensive and balanced. Patients are then able to grasp what is involved, understand potential complications with their respective incidences, and make logical, rational decisions.

The British Medical Association\'s working party on consent stated that "current awareness of the relevant ethical and legal principles relating to consent among the medical profession is largely inadequate."^[@B1]^ The working party proposed that the consent process should give patients the opportunity to express concerns about treatment. In 2002, new consent forms were introduced in the United Kingdom with checklists incorporated to make sure clinicians offered the appropriate information. A study of the quality of written information provided to patients before surgery found much information inadequate, especially regarding the risks of treatment.^[@B2]^

Within our laparoscopic unit in the urology department at Guy\'s Hospital, we found that during the traditional consenting process, patients were having difficulty in retaining the vast load of information presented to them. In addition, patients often could not visualize how the procedure would take place through small incisions. We therefore decided to address this issue with the addition of a video-assisted informed consent process working on the principle that "a video means more than a thousand words."

METHODS
=======

In addition to the new United Kingdom consent forms and a laparoscopic information leaflet, the patient consent process was modified to include a video presentation of the important points of the procedure. This video detailed insertion of ports, creating a pneumoperitoneum, examples of dissection, removal of the organ (if appropriate), and skin closure. In addition, patients were educated about postoperative pain, approximate length of time in the surgical theater, hospital stay, time to full recovery, and wound management.

The video was shown to patients on their day of admission to the hospital if they so desired. A member of the laparoscopy team who was able to answer any queries the patients had supervised the viewing. During and after the video presentation, the patient was informed of the relevant potential complications and benefits.

For this pilot study, we recruited 51 consecutive laparoscopic urology patients, irrespective of indication, and applied our novel method of informed consent. We gave patients the option of viewing the video presentation or declining, depending on their feelings. All other aspects of the consent process were unchanged. All patients attended a preassessment clinic to analyze the feasibility for surgery, read patient information leaflets specific to their procedure, and finally to provide consent after the video presentation by the operating surgeon on the ward a day before surgery. Patients were given the opportunity to ask questions at each step of the process **([Figure 1](#F1){ref-type="fig"})**.

![Flow chart summary: patient education and study design.](jsls-10-1-21-g01){#F1}

Eight patients could not be contacted, and so data were collected on 43 patients undergoing nephrectomy (giant hydronephrosis n=6; small nonfunctioning kidney n=11; kidney confined cancer n=10), deroofing of renal cysts (n=2), pyeloplasty (n=6), exploration of intraabdominal testes (n=6), lymph node dissection (n=1), and nephropexy (n=1), all performed laparoscopically. Four weeks after surgery, prospective data were collected in the form of a telephone based self-constructed, patient-directed questionnaire regarding the consenting process. Patients were also invited to complete the validated Client Satisfaction Questionnaire (CSQ-8). To remove bias, an individual independent of the team treating the patient conducted these surveys.

RESULTS
=======

Of the 43 patients, 14 were male and 29 were female, with a mean age of 44 years. The mean patient satisfaction score (CSQ-8) for all groups was 29.8 of a possible maximum of 32. The CSQ-8 scores for the individual groups can be seen in **[Figure 2](#F2){ref-type="fig"}**. Fifteen percent failed to read the patient information leaflet before their procedure despite being given it to read, while 8% despite reading the leaflet did not feel happy that they understood the information contained inside it. However, they were happy that they received enough information about the operation from other formats of the consent process. Thirty-three percent said they would feel uncomfortable if they watched a video of the proposed surgery and decided against seeing it as part of their consent process. Ninety-five percent of patients who saw a video found it useful. Eighty-one percent felt that showing a video preoperatively to all laparoscopic patients would be of great value to their understanding of the procedure. Perhaps most interestingly, 75% of patients stated that they would like to take home a copy of a video of their own operation. The results of quality of life assessment using the short form questionnaire (SF-8) in this patient population are the subject of a separate report.
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DISCUSSION
==========

With increasing awareness and availability of unsolicited information on the Internet, patients need to be given appropriate, clear information to aid their decision process. As the procedures get more advanced and technical, they necessitate a more sophisticated understanding of the process before a patient can consent to it. One such field is laparoscopic surgery, where the patient undergoes a major operation through relatively small incisions and thus finds it hard to understand the magnitude of care needed postoperatively. In the last decade as the emphasis on informed consent has increased, newer tools are being used and identified to aid the decision process. These decision aids can be of different types. The most commonly used in the NHS are information leaflets, but their role has been limited because differences in age, sex, and socioeconomic classes require different levels of information. They are also not suitable for people with impaired cognitive function or those who are unable to read.

O\'Connor et al^[@B3]^ reviewed the literature on decision aids used in health care and prepared an inventory of the various types available or developed. Over 200 decision aids were identified; however, only 131 were available. Some of the newer decision aids include audiovisual presentations followed by discussions between patients and the surgical team. These presentations are easier to understand and can divulge comprehensive information in a simple fashion. The conclusions drawn from this review were that randomized, controlled trials consistently demonstrate that decision aids improve the patient\'s knowledge regarding options, thus enhancing realistic expectations about the benefits and potential side effects. Decision aids reduce decisional conflict and improve patient participation in decision making compared with traditional methods of consenting. This metaanalysis also concluded that patients giving consent in the traditional manner had less than adequate knowledge and understanding of probable outcomes. Williams et al^[@B4]^ also reported that when assessing essential educational components of the consent process, such as the operation, the anesthetic, time spent in the operating theater, amount of postoperative pain, duration of hospital admission, and time required to return to normal fitness, 60% of patients responded that nobody had provided an adequate explanation.

Laparoscopic surgery allows video footage to be easily obtained for the purposes of education and operator appraisal. These should be coded with patient consent and be made anonymous. For this pilot study, we chose an audiovisual presentation using video clips from laparoscopic urological procedures. The hypothesis was that this would improve patient\'s knowledge and understanding and aid the process of informed consent. To our knowledge, this is the first such study in the expanding field of laparoscopic urology.

Agre et al^[@B5]^ have also reported on the successful implementation of video presentations to augment the consent process. In their study, patients were randomized into video and discussion, video alone, and discussion alone, when consenting for colonoscopy. All patients then filled a knowledge-based questionnaire. Patients in the 2 groups who were shown the video presentation scored significantly better than those in the discussion-only group. Another randomized, controlled study by Mason et al,^[@B6]^ using additional video for information as part of the consenting process in patients undergoing a laparoscopic technique for sterilization, showed that patients who watched the video were better informed compared with controls.

Marteau et al^[@B7]^ felt that too much information about potential adverse effects and complications may lead to increased fear and anxiety among patients with the possibility of refusal of necessary treatment. However, Mason et al^[@B6]^ showed that the anxiety scores between the patients providing consent with a videotape or with discussion alone were not significant, suggesting that the process of watching the video did not increase the anxiety levels.

With the recent increase in awareness of medical negligence and need for better doctor-patient communication, it is becoming imperative to judge our practices from the patient\'s point of view as well as clinical outcomes. Hospitals are following industry\'s example and adopting various client satisfaction assessment tools to understand and improve services from a patient perspective. To assess the impact of our consenting process, we adopted the client satisfaction questionnaire (CSQ-8). This is a validated shortened version of the original 36-item measure. The CSQ-8 can be used to assess patient satisfaction in most clinical settings and is a direct measure in which patients are asked to think about the services they have received from a particular program or kind of care.^[@B8]^

The mean CSQ-8 score of 29.8 out of a maximum of 32 indicates a high level of satisfaction for patients using this service. The vast majority (95%) of patients who watched the video felt that it helped their understanding of the operation. Most patients in this study felt that future patients who were to undergo laparoscopic urological procedures should be shown a video, although they stated that the patients should be given the option to decline to view it if they felt viewing it might heighten their anxiety.

We feel that video consent is beneficial to patient understanding of their procedure. The initial feedback from the patients and the operators has helped us in refining the content of the video presentation. We plan to utilize this novel method for all future laparoscopic cases within our department.

We are aware of the limitations of this study; therefore, a randomized, controlled trial comparing conventional and video-assisted consent in laparoscopic urology with subsequent assessment of patient knowledge of the procedure is planned.

CONCLUSION
==========

Video consent is a novel method of informed consent in laparoscopic urology. Feedback from patients and operators suggests that this method can be of benefit to patients. This has had a positive effect on the patient journey as evidenced by high satisfaction scores. This method needs to be further evaluated by randomized, controlled studies.
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